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Letters to Editor 


inhibit its proliferation. Further evaluation with 
electron microscopy showing parasitophorus 
vacuoles in the intestinal microvillus or PCR is 
necessary to confirm the state of infestation. 

Key words: Cryptosporidium; Hyper IgM Syndrome; 
Sclerosing Cholangitis; Gallbladder Hydrops 


References 

1. Ramesh N, Seki M, Notarangelo LD, Geha RS. The hyper- 
IgM [HIM] syndrome. Springer Semin immunopathol 
1998;19(4]:383-99. 

2. Westrope C, Acharya A. Diarrhea and gallbladder 
hydrops in immunocompetent child with 
Cryptosporidium infection. Pediatr Infect Dis J 2001; 
20(12]:1179-81. 

3. Etzioni A, Ochs HD. The Hyper IgM syndrome-an 
evolving story. Pediatr Res 2 004; 5 6 [4]: 5 19- 2 5. 

4. Levy J, Espanal-Boren T, Thomas C, et al. Clinical 
spectrum of X linked hyper IgM syndrome. / Pediatr 
1997;131(1 Ptl]:47-54. 

5. Michael F, Paul K, Beatrice A. Parasitic and Fungalo 
Infections. In: Kleinman RE, Goulet OJ, Mieli-Vergani G, 
(eds], et al. Walkers Pediatric Gastrointestinal Disease 
Physiology, Diagnosis, Management. 5 th ed. Hamilton, 
Ontario, Canada: BC Decker Inc. 2008; Pp: 445-6. 

6. Hunter PR, Nichols G. Epidemiology and clinical features 
of Cryptosporidium infection in immunocompromised 
patients. Clin Microbiol Rev 2002;15(l]:145-54. 

7. Motamed M, Soltani M, Aghamohammadi A, Mansouri 
M, Pourpak Z, Teimourian S, Parvaneh N. Liver diseases 
in patients with primary antibody deficiency. Iran J 
Pediatr 2006;16:433-40. 

8. Wolska-Kusnierz B, Bajer A, Caccio S, et al. 
Cryptosporidium infection in patients with primary 
immunodeficiencies. / Pediatr Gastroenterol Nutr 2007; 
45(4]:458-64. 


Unrevealing of Primary Vesicoureteral 
Reflux which is Not Harmful for Kidneys in 
Children Should Be Considered as Success 

Salih Kavukcu MD, Alper Soylu MD 

Department of Pediatrics, Division of Nephrology, Dokuz 
Eylul University, School of Medicine, Izmir 

Received: May 21, 2012; Accepted: Jun 04, 2012; 
First Online Available: Jul 28, 2013 


Uncovering of harmless primary vesicoureteral 
reflux (VUR) results in follow up of just a VUR 
image causing unnecessary stress for the parents, 
patients and physicians. Furthermore, voiding 
cystourethrography, gold standard for VUR 
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diagnosis, is an invasive method having radiation 
hazard. 

Following questions will remain unanswered 
until non-invasive diagnostic methods for VUR are 
discovered: Is VUR a physiological phenomenon 
that disappears during growth in children? Which 
VUR is benign or harmful for the kidney^? Is the 
degree of VUR a sufficient parameter to state that 
it is harmless? 

It is necessary to look over the results of some 
studies for making comments on the questions 
above. The prevalence of VUR in healthy children 
was reported as 0.4-1.8% based on statistical 
calculations. However, this ratio increased up to 
17.2% based on the assessments in healthy renal 
unitsPl. Spontaneous resolution rate of VUR is 
decreased as its grade increases. Today, we need a 
non-invasive gold standard method for diagnosis 
of VUR in both healthy and ill children^ 4 ]. 

The last recommendations of American 
Academy of Pediatrics was based on a formal 
meta-analysis of recent studies that did not detect 
a statistically significant benefit of prophylaxis in 
preventing recurrence of febrile UTI in infants 
without reflux or those with grades I to IV VUR[ 5 L 
A previous study showed that antimicrobial 
prophylaxis did not reduce the risk of recurrent 
UTI, but rather led to infections with resistant 
microorganisms^]. In conclusion, unrevealing of 
harmless primary VUR in children should also be 
considered as success. 
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